utilisation due to further re-presentations to the ED, however, a clear management pathway is not well established nor does the literature guide the identification of those at risk of re-presentation. After leaving the ED NSCP patients are usually admitted under Cardiology, General Medicine, an ED observation unit or alternatively discharged directly from the ED. This study identifies the 30-day rates of death or re-presentation of patients following these pathways enabling us to identify characteristics associated with early re-presentation.
Conclusion:
This study demonstrates that the strongest pre-test predictors of PE in our population are prior history of DVT/PE and elevated troponin. None of the parameters that often generate a request for CTPA, including vital signs or presence of chest pain, were associated with the presence of PE in our study population. In addition, this study confirms the previously known high sensitivity and negative predictive value of the D-dimer excluding PE. A hospital readmission may be due to a new condition, an exacerbation of an underlying chronic condition, a complication associated with previous healthcare received, or premature discharge to a setting where the patient's post-discharge care needs were unable to be met. 2 This study aims to evaluate the pattern of General Medical readmissions at a regional secondary hospital in Queensland and to identify risk factors for readmission.
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Methods:
Patients readmitted under General Medicine at the Toowoomba Base Hospital between 1 January 2015 and 31 December 2015 were retrospectively identified from the hospital patient administration database. A 'readmission' was defined as a hospital admission within 30 days of a prior index hospital admission under the same medical team. Demographic, clinical, diagnostic and discharge information were obtained from medical records.
Results: 191 patients were identified with 246 readmission episodes, representing 11% of all admissions under General Medicine. Mean age was 65.8 years (range 18-95 years). 52.6% were female. Aboriginal and Torres Strait Islanders accounted for 8.5% of readmitted patients. Majority of patients lived locally (80.2%) with family (53.8%) in a stand-alone house (69%). Only 9.7% of patients resided in supported living accommodation. 63.4% of patients have more than four co-morbidities. Polypharmacy was common with 56.9 and 26.0% of patients taking 4-9 and 10 or more medications respectively. Most patients were only readmitted once (84.2%) with 5.9% of patients readmitted more than twice. Readmission occurred within an average of 9.02 days from a previous hospital discharge. Once readmitted, the acute episode length of stay averaged 7.42 days, whilst patients remained in hospital for an average of 9.24 days in total. 50.2% of patients were readmitted with the same diagnosis. Majority of patients were readmitted with either one (49.7%) or two diagnoses (30.7%). The commonest readmission diagnosis was infection (29.0%), followed by exacerbation of an underlying chronic condition (15.1%) and acute kidney injury (9.7%). The most frequent type of infection and chronic disease exacerbation were pneumonia and chronic obstructive pulmonary disease (COPD) respectively. Majority of patients were discharged back to their original residence (72.8%), whilst 4.9% were discharged to a new residential aged care facility. 13 patients died during their hospital admission.
Conclusion:
The readmission rate experienced in this centre is lower compared to previous published standards, though it could be improved further. Common risk factors identified include multiple co-morbidities and polypharmacy. Respiratory conditions accounted for a significant proportion of readmissions, involving either pneumonia or exacerbation of underlying COPD. Future efforts should be directed towards increasing community support for patients and creating effective home transition programmes especially for patients with chronic diseases to reduce readmissions. Background: The identification and management of atrial fibrillation (AF) is of utmost importance in secondary prevention of stroke. At our institution, Coronary Care Unit monitored telemetry (CCU-T) has been used within the Stroke Unit. Given the limited availability of these units, since July 2016, Stroke Unit monitored telemetry (SSU-T) has been made available. SSU-T has replaced CCU-T for all acute stroke patients except in those at high risk of malignant arrhythmia. We sought to study the pattern of telemetry use and rates of AF detection in the 6 months pre-and post-implementation of SSU-T.
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Methods: All patients with the discharge diagnosis of stroke or transient ischaemic attack from January to December 2016 were identified from the stroke unit database. Patients transferred for mechanical thrombectomy, patients not receiving care in the stroke unit and patients who died during their admission were excluded from analysis.
Individual medical charts were reviewed for whether telemetry was requested, the presence or absence of the telemetry record and the detection of AF.
Results: 154 patients had CCU-T between January-June 2016 and 194 had SSU-T between July-December 2016. Both groups were comparable with regard to age, sex and cardiovascular risk factors. When it was clinically indicated 79% and 85% of patients had telemetry during the CCU-T and SSU-T periods respectively (P = 0.31). Mean duration of monitoring increased from 1.0 (95% CI 1.0-1.1) days to 1.6 (95% CI 1.5-1.7) days in the SSU-T period (P < 0.01). Period of incidence of AF detection between the CCU-T and SSU-T periods were comparable, 4.51% vs 5.17% (P = 0.83) respectively. On univariate analysis, tPA administration and length of stay <24 h were associated with telemetry completion. Only tPA remains significant (P = 0.015) on multivariate logistic regression analyses as an independent factor associated with completion of telemetry.
Conclusion:
Implementation of SSU-T increased the average duration of telemetry by 12 h. There was a small absolute increase in AF detection but this was not statistically significant. This may be due to the small sample size of the study but other technical factors relating to monitoring and interpretations of the alarms warrant further investigation. Factors associated with patients not receiving telemetry as stated in the treatment plan also require further study.
